To the Editor,
We read with interest the article by Collins et al. [1] about body image (BI) and breast cancer surgery. The authors should be commended for their efforts to describe the impact of surgical treatments and surgical side-effects severity on breast cancer patients' BI over time. As a plastic and breast cancer surgeons, it has been our opinion that each of these surgical treatments has the potential to impact a patient's quality of life (QL) across several domains and BI is one of these important related aspects. We believe that understanding these domains will help to improve the informed consent process and assist general and plastic surgeons and patients alike with treatment decision.
Recently, there has been a resurgence of interest in the effects of surgical treatment on breast cancer patients' BI, and this paper again illustrates the value of these questions.
Contrary as we observed in previous studies, the current study with longitudinal cohort designs allow for repeated measures of individual patients over time. Although many of the present data described are valuable and interesting, the clinical relevance to be drawn from this data deserves clarification. As the authors point out, several studies have reported better BI, however, other studies have found no significant differences by surgery type. In the present study, the authors concluded that although BI problems were quite low, problems were significantly higher among patients who received mastectomy with reconstruction than patients with conservation breast surgery/mastectomy alone. As the authors well observed, it is possible that patients who received mastectomy with reconstruction had more problems with their BI prior to surgical treatment and chose to undergo immediate reconstruction with the hopes of improving this aspect. We totally agree with this aspect and it has been our experience that patients who choose immediate reconstruction may differ from patients who do not, in terms of their preoperative BI and QL. One might surmise that if patient who choose immediate reconstruction start out with poorer BI/QL prior to cancer surgery, then equivalent postoperative evolution may reflect improvements from baseline after reconstruction. Otherwise, if patient who choose immediate reconstruction have better baseline BI/QL, then equivalent postoperative evolution would suggest that reconstruction causes some impairment. Without knowing the preoperative characteristics in all groups, however, it is difficult to know the real effects of immediate breast reconstruction and postoperative outcome [2] .
Another important point is related to the appropriateness of decisions. It has been our impression that the present study did not take into account whether or not a patient's decision to undergo immediate reconstruction was an appropriate decision for her, considering what is most important to her. In our experience and similar as observed by other authors [2] , in some situations breast cancer patients do not always receive the treatments that they truly want and value because of problems with access to care, poor communication between patients and surgeons, or poor understanding. If some of the patients who had mastectomy and immediate reconstruction would actually have preferred mastectomy only, then the conclusion in this study may have underestimated the advantages of reconstruction for patient who would prefer that option. Similarly, if some of the patients who had mastectomy only would have preferred to undergo immediate reconstruction, then present study did not measure the benefit they would have received from reconstruction. On the one hand, patients deciding about mastectomy with or without immediate reconstruction may be interested in the nature of the early recovery period. This aspect is relevant once the missed time from usual activities in the early postoperative period may affect psychosocial outcome. This last aspect is crucial once the breast reconstruction process frequently involves more surgery and a longer recovery than mastectomy isolated and than the conservative breast surgery.
In conclusion, the authors have performed a thoughtful study with a prospective design. Although this study has limitations concerning its analyses and conclusions, the authors described important aspects that are relevant to the informed treatment decision-making process. The validity of the results is dependent on the quality of the measures along with statistical efforts to control for potential biases. Like many clinical studies of surgery, most studies of breast reconstruction are observational. These studies, which measure outcomes after treatment, often have problems with potential bias if they do not take into account how patient groups differ. The ideal approach to reducing selection bias would be to randomize patients. In the case of breast cancer surgery and the option of immediate reconstruction, treatment choice and the technique employed depends largely on a patient and surgeon's personal preferences. Thus, only patients who are completely undecided could ethically qualify for such randomization, making such a trial almost impossible to perform. Moreover, in breast reconstruction field, it is not always feasible to perform these prospective studies, when evaluating surgical treatments that are highly dependent on patient and surgeon preferences.
